INTRODUCTION

Mycobacterium tuberculosis infection affects less than 1%
of solid organ transplant recipients, but cumulative incidence is three times that of the general condition [1,2].
Tuberculosis infection represents an important cause of mortality and morbidity in solid organ transplant recipients [3] . The higher incidence of extrapulmonary tuberculosis infection in renal transplant recipients can retard diagnosis and treatment with increased morbidity and mortality rates [3, 4] . Here we report a case that cardiac tamponade caused by rapidly increasing pericardial effusion due to tuberculosis pericarditis.
CASE REPORT
A 50-year-old male was admitted to the hospital with two weeks history of fever and chest discomfort. There was no other complaint. He had deceased donor kidney transplantation one month ago for hypertension and chronic renal failure and was on tacrolimus 2.5 mg bid, methylprednisolone 8 mg bid, and mycophenolate mofetil 500 mg bid. Drug levels of tacrolimus and mycophenolic acid were 5.9 ng/mL (normal range, 5 to 20 ng/mL) and were white blood cell counts 9,300/μL, neutrophil 8,810/ μL, lymphocyte 90/μL, hemoglobin 7.5 g/dL, platelet counts 136,000/μL, blood urea nitrogen 67.6 mg/dL, creatinine 3.57 mg/dL, and C-reactive protein 7.83 mg/dL. Emergency transthoracic echocardiography was performed. The parasternal long-axis and apical four-chamber views showed large pericardial effusion which was surrounding heart, reaching 3 to 4 cm thickness in some parts, and causing marked compression to the whole heart ( 
DISCUSSION
Tuberculosis pericarditis is detected in 1 to 2% of all acute pericarditis cases. Cardiac tamponade is the main Jong Man Kim, et al.
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thesurgery.or.kr presentation in 7% of these cases [5] . Pre-operative puri- Our case showed fever, chest discomfort and pain, but other cardiac problems were not present. In our case, cardiac 
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